Case reports 59 oxygen may also be used as adjuvant treatment in refractory cases, though its effectiveness is controversial.4 As far as we are aware necrotising fasciitis has not previously been described following a paronychia. What is more unusual is the anatomical basis for the distribution of the rash, which we are currently unable to explain.
Case report A 57 year old married white male presented to the accident and emergency (A&E) department complaining of severe shooting pains on the left side of his face, and difficulty in eating, opening his mouth, and sleeping. Three weeks previously his general dental practitioner extracted his upper left first molar tooth under local anaesthetic. His symptoms developed slowly after this procedure, despite two courses of antibiotics from the practitioner.
Examination within the A&E department showed him to be pyrexial (40'C) with signs of systemic sepsis. He 
Discussion
The infratemporal fossa is well described. It is an irregularly shaped space below the greater wing of the sphenoid bone (containing the foramen ovale), lateral to the ramus of the mandible and the gap between the zygomatic arch and temporal bone (forming the communication to the temporal fossa). The lateral pterygoid plate forms the medial margin while the maxilla forms the medial aspect of the space. The infratemporal fossa contains the temporalis muscle, medial and lateral pterygoid muscles, the pterygoid plexus of veins, the maxillary artery and its branches, the mandibular nerve and its branches, and the chorda tympani.' The parapharyngeal space lies medially and communicates with the mediastinum.
The temporal fossa is bound superiorly and distally by the temporal ridge, anteriorly by the frontal bone, zygomatic bone, and greater wing of sphenoid, and laterally by the zygomatic arch, and it communicates with the infratemporal fossa inferiorly. It contains branches of the deep temporal artery and is filled by the temporalis muscle.2
Infection of the infratemporal and temporal fossae has been attributed to several causes. Odontologically related infections have been most commonly reported."5 Both maxillary and mandibular third molar infection have been implicated.4 6 Other sources of infection described in these masticatory spaces include dental injections,6 maxillary sinus wall fracture,7 and haematogenous spread.3
The most commonly reported symptoms and signs are pain, fever, malaise, and trismus (which may be partial or total).3 The medial and lateral pterygoid muscles and the lower aspect of the temporalis muscle lie within the infratemporal fossa. Infection causes myofasciitis and loss of function, leading to limited mouth opening. Swallowing may be difficult and patients often describe a feeling of fullness in the affected area. External swelling, proptosis, and oedema are normally late presentations.5 Trigeminal neuralgia type pains have been reported3 : the mandibular branch of the trigeminal nerve exits from the cranial floor through the foramen ovale before traversing the infratemporal fossa; the inflammatory process in this area, as well as in the affected alveolus, may trigger symptoms similar to trigeminal neuralgia. In this case light touch did precipitate sharp stabbing pain; however, trigeminal neuralgia rarely affects patients at night and usually no other signs are present.'
The diagnosis of masticatory space infection relies upon a high index of suspicion. Plain radiographs including panoral views may identify the source of infection and soft tissue swelling (in this case radiography was unremarkable except for the extraction site). A neutrophil leucocytosis is usual. Positive blood cultures are a useful diagnostic aid, especially if the organism identified is commonly associated with dental sepsis such as Str milleri. 9 Computerised tomography or magnetic resonance imaging are usually diagnostic, but it is not always easy to distinguish between abscesses and tumours. If an abscess is suspected, these imaging techniques may guide the surgeon to the best possible site for incision and drainage by identifying the fascial plane in which the abscess lies.3
Three basic patterns of infratemporal fossa infection have been identified: first, localisation to the fossa itself; second, superior spread into the temporal fossa; and finally, inferior spread into the floor of mouth, neck, and parapharyngeal spaces despite the presence of distinct fascial barriers.3 In the case reported here, infection arising from the maxillary left first molar tooth spread into the infratemporal fossa. As it remained unchecked it spread both superiorly into the temporal fossa and inferiorly into the parapharyngeal spaces towards the mediastinum. The rapid spread of infection (including chest infection) indicates the urgency required for correct diagnosis and treatment of infratemporal fossa infections.
CONCLUSION
Infratemporal and temporal fossa infection is not commonly seen by A&E clinicians and might be easily misdiagnosed. A careful medical and dental history is required, as well as oral, facial, and systemic examination. With this information, together with radiographic findings and knowledge of the anatomical structures involved, infratemporal fossa infection can be suspected and management begun by urgent referral to the oral and maxillofacial surgeons. 
